
 

      Healthy Aging Research | www.har-journal.com   Jonasson et al. 2016 | 5:16 1 

 

Staff experiences of the management of older adults with urinary incontinence 

Lise-Lotte Jonasson 1*, Karin Josefsson 1 
1 Faculty of Caring Science, Work Life and Social Welfare, University of Borås, Sweden 

Abstract 

Background: Urinary incontinence is a complex public health problem for older adults both in Sweden and 
internationally. It is estimated that 50–80% of older adults in residential care facilities have problems with 
urinary incontinence. Several studies illuminate an attitude among residential care staff that incontinence is as a 
natural consequence of aging, which means that assessment and treatment are overlooked. There is also a lack of 
knowledge and compliance as to whether or not care staff follows guidelines appropriately. Therefore, the aim of 
the present study was to describe staff experiences of the management of older adults with urinary incontinence 
in residential care facility. 

Methods: This explorative study took an inductive approach using 17 individual interviews with residential care 
staff. Data were analyzed using qualitative content analysis. 

Results: Staff members’ experiences fell into three categories: staff members’ management, the impact of the 
residential organization, and the creation of well-being factors for older adults with urinary incontinence. 
Members of staff had different views about what an investigation is and what measures are needed to manage 
patients effectively. To achieve a good individual patient care there is need of a greater knowledge about good 
nursing, communication and dialogue between the various working groups. 

Conclusions: Staffs’ management, the organization’s impact, and creating wellbeing factors are central to older 
adults’ influence and to experience quality of life. Implementing evidence-based practice requires a long-term 
process-focused approach to improve the structure of daily work and to encourage staffs’ learning and 
competence development. 
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Introduction 
Urinary incontinence (UI) is a complex international 
public health problem. In Sweden, more than half a 
million people over the age of 65 have UI [1]. The 
majority are women, but a quarter of all 80-year-old 
men also ‘leak urine’. In the United Kingdom, it is 
estimated that 5–10 million women over the age of 20 
have UI [3], with the majority of this population being 
frail women over the age of 80 years, who also have 
multiple morbidities, cognitive impairment, and need 
extensive help [4–5]. UI is the second largest reason 

for persons with dementia to move to a residential 
care facility. Nearly 70% of people with UI also have 
depression [3]. Many older adults are frail and have 
co-existing disabilities and comorbidities, conditions 
that can influence the clinical presentation and 
assessment of UI, as well as patients’ responsiveness 
to interventions [6]. UI is related to older adult’s 
quality of life and, since it is expected that the number 
of older adults with complex care needs will increase, 
so will quality of life decrease in this population [2, 
7]. It is estimated that 50–80% of older adults in 
residential care facilities have problems with UI [7].  
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Since they are dependent on their interactions with 
nursing staff, older adults in residential care facilities 
should be assured of an optimal quality of life and 
care [8]. Management strategies previously been 
found to reduce UI problems include specific 
behaviour changes during training and exercises, and 
changing residents’ drink intake [9]. Several studies 
examine physical exercise interventions, namely 
bladder and pelvic floor exercises, have successfully 
reduced UI [10–11]. However, the results of some 
studies have demonstrated the opposite, or uncertainty 
in their interpretation. One study investigated the use 
of a training program to improve pelvic floor muscles, 
bladder and physical functioning in older women. 
Physical performance improved in the intervention 
group, but a decline in UI problems was not 
significantly associated with the results [12]. Another 
study examined whether receiving training in 
activities of daily living, combined with physical 
exercise, could reduce UI. At follow-up, the 
intervention group showed improvements in UI while 
the control group deteriorated [13]. A further study 
showed that older adults suffered more extensively 
with UI in residential care facilities with a greater staff 
turnover [14]. Continence exercises for older adults 
were given a lower priority than meals [15]. Exercises 
for the bladder, habits and bowel emptying all went 
under the same exercise, which meant the variety of 
actions went unnoticed. The lack of continence 
exercises practiced in residential care facilities has 
received attention in several studies [16–17]. 

Residential care staffs take the attitude that UI is a 
natural consequence of aging, so assessment and 
treatment is often overlooked [15, 18–22]. There also 
seems to be a lack of knowledge and compliance as to 
whether or not guidelines are followed appropriately 
by members of different levels of staff hierarchy [23]. 
There are several problems associated with deficits in 
understanding the impact of UI problems on older 
adults [24]. A study of practitioners revealed 
weaknesses in commitment, time and knowledge, and 
raised awareness of the beliefs that co-morbidity, low 
motivation and older persons’ acceptance of the 
problem existed. Similar results emerged among 
registered nurses, where UI problems were seen as a 
symptom of aging that can be addressed using 

incontinence protection. However, as mentioned 
previously, nurses’ focus was on the choice of 
incontinence protection instead of on the investigation 
of underlying causes [25]. These results are also 
supported by earlier research in which medical 
diagnoses were put before UI problems. Staff showed 
a lack of understanding of problems and failed to ask 
older adults about UI [26]. Further, residential and or 
nursing staff has different educational needs and 
require different levels of support, depending on what 
level(s) of UI they have to deal with, whether mild, 
moderate, or catheter managed (6). 

Earlier research about members of residential care 
staff’s experiences revealed deficits in time and 
prioritisation of tasks; staff did not take the older adult 
to the lavatory in time. However, there was no 
expectation that UI could be improved because UI 
was seen as a normal consequence of aging [15]. 
Nursing staff who worked most closely with older 
adults exhibited weaknesses in recognising UI 
problems sufficiently to undertake investigative 
measures [3]. Similar results emerged with proposals 
to train registered nurses in the same way as nursing 
staff about UI problems [17, 27]. Deficiencies in 
documentation were also found, whereby 
documentation of bladder and bowel movements was 
overlooked, instead being described as ‘incontinence 
occurring’, but with no investigation being conducted 
[20]. Having a positive attitude, being responsible for 
fewer residents, less than 100, and continuous training 
courses were found to improve registered nurses’ care 
of residents with UI, while enrolled nurses’ care 
improved thanks to basic knowledge in the form of 
training activities were carried out [27]. Research has 
showed that staff attitudes to changes in training failed 
to demonstrate any effect with respect to the 
investigation and treatment of UI [22]. 

There is a need for residential care staff to increased 
knowledge of UI treatment, and to improve the 
management of staffs who face residents with UI. An 
individual patient-centered approach is needed, 
focusing on preventive measures for older adults’ 
well-being. The aim of the present study, therefore, 
was to assess the experiences of residential care 
facility staff members in terms of the management of 
older adults with UI. 
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Methods 

Research design and ethics 

The study was performed during 2015 within a 
geographic area in the south of Sweden. The design 
was explorative with an inductive approach using 
individual interviews [28]. Data were analysed using 
qualitative content analysis [29]. Ethical principles 
were followed for medical research involving humans 
[30]. Members of staff were provided with 
information about the study before giving their 
informed consent. They were told their participation 
was voluntary, and that they could end the interview 
at any time without giving a reason. Participants were 
guaranteed confidentiality and anonymity. 

 

Sample and data collection 

Participants were selected appropriately from three 
residential care facilities to be able to achieve the aim 
of the study [28]. Informants were with prior 
knowledge of UI management were recruited, as well 
as those with varied types of work experience, ages 
and professional affiliations such as registered, district 
and enrolled nurses, and unit managers from various 
sectors.  

Approval to conduct the study at the three chosen 
centres was granted by the heads of residential care in 
three municipalities. An invitation was sent to request 
the participation of three registered nurses, one of 
whom at each location should be a member of night 
staff. Furthermore, the interviewer asked a registered 
nurse with responsibility for prescribing alternative 
district nurses to participate in the study. The 
interviewer also contacted a person with primary 
responsibility for the area of incontinence in the 
region.  

Seventeen informants were approved to participate in 
the study, all women aged 31–65 years. Participants’ 
prior work experience in a residential care facility 
ranged between 3 and 45 years. Thirteen interviews 
were conducted by phone and four were face-to-face. 
Nursing staff were coded A1–A9; management or 
supervisory staff were coded as B10–B17.  

At the start of the interview, the interviewer briefly 
informed the participant about the study and its 
purpose, and let them know that the interview would 
be recorded. Participants were asked a few brief 
introductory questions about their age, education and 
work experience, so as to put them at ease with the 
situation. This was followed by the open-ended 
question (which was the same for all informants): 
“How many of the residents you care for do you 
perceive to have UI problems?” Follow-up questions 
varied slightly depending on the participant’s duties in 
relation to the study’s topic.  

All interviews were conducted in private, were 
recorded, and then stored to prevent unauthorized 
access. Each interview lasted 25–50 minutes. 

 

Data analysis 

Data collected from the interviews was identified, 
encoded and categorized [29]. Interview transcripts 
were read repeatedly to obtain an understanding and 
an overview of the collected material. Thereafter, 
sentences or phrases that answered questions in the 
study were identified, and then condensed to make 
them more readable while and at the same time 
retaining important information. Table 1 shows an 
example of the content analysis process.  

 

 
Table 1. Example of the qualitative content analysis process 
 

Meaning unit Condensed meaning unit Code Subcategory Category  

 
…so of course they do investigations, 
but perhaps not so insufficient 
investigations if it says why it is 
impossible to keep the urine and so… 

 
…they do investigations but 
perhaps not so insufficient 
investigations… 

 
Do insufficient 
investigations  

Insufficient 
management 
 

 
Staffs’ management  
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Results  
Table 2 shows the results presented in three separate 
qualitative categories, which emerged from content 
analysis.  

 
Table 2. Overview of the results with categories and subcategories 

Subcategories  Categories 

Insufficient management 

Staff members’ 
management 

Attitudes towards older adult’s 
problems with UI 
 

Obstructions affecting nursing 

Impact of the residential 
organization 

Communication and 
organization - a cross-
professional work 
 

Toilet assistance and other 
routines  Creating wellbeing factors 

for older adults 
Nursing actions  

 

Staff management 

Insufficient management 

Some residential care facility staff was confused about 
what an incontinence investigation is, and how often 
an investigation needed to be carried out. The 
experience of what constitutes an investigation also 
varied among different staff groups. Investigations 
were reportedly carried out when a staff member 
suspected that the older adult might need other 
incontinence protection. Records were sometimes kept 
about how often residents go to the toilet and whether 
they experienced any urinary leakage; if so, 
incontinence was deemed to have occurred.  

”…yes, the need to know when they go to the toilet, 
and if they have leaked a lot or if there’s come a lot 
into the incontinence protection, then we investigate 
of course…” (A2) 

Some members of staff perceive that incontinence 
investigations are made relatively rarely, occurring 
only when older adults receiving home service have a 
prescription for UI treatment, which comes with them 
when they transfer to the residential care facility. 

Some older adults arriving at residential care facilities 
bring their own incontinence materials from home, 
which can be used for themselves and also by other 
residents. Despite this, an investigation in a diagnostic 
setting is not always carried out.  

”…it is not investigated because you assume in a way 
that when you get old, well, no investigation is needed 
by a doctor and that’s something that I think can be 
questioned. No, I think there is a sort of lack of 
respect for the elderly that you just assume that they 
become incontinent in some way…” (B14) 

Another perception by staff is that some older adults 
in residential care facilities have physical handicaps 
and a greater need for help, therefore investigations 
are rarely carried out – as some staff see it, UI is a 
natural consequence of aging. Investigations should 
be carried out to a greater extent than they are now, 
and in accordance with management and supervisory 
staff. 

”…personally this is a failing of mine and to look into 
it further later, I would like to work with that more 
actually…” (B 10) 

According to nursing staff, a medical investigation 
and diagnosis of possible causes of UI is relatively 
rarely performed with older adults. However, some 
reported that, if older adults are found to have urinary 
leakage, care planning meetings take place, during 
which the resident is a reviewed according to a quality 
register. Investigations are then carried out, for 
example, by checking for suspected urinary tract 
infections or other possible medical causes. 

“…we assistant nurses often sit down with a 
registered nurse and talk about it and what you can 
do, and improve…” (A4) 

”…I believe it is much underdiagnosed or there are 
very few investigations done. Yes, my feeling is that 
investigations aren’t done…” (B16) 

 It is seen as natural for older men and women to have 
problems with UI. For men, UI problems are 
relatively often linked to the prostate, when in fact, 
there is no diagnosis. Management and supervisory 
staff only usually take action causes when older adults 
experience recurrent urinary tract infections, in which 
case they will contact the district doctor who in turn 
refers the patient to an urologist. Doctors’ 
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investigations can be facilitated with a schedule to 
assess how often the older adult goes to the toilet, by 
assessment of urine quantity, and by checking whether 
the bladder is emptied using Bladder Scan. Incidence 
of UI sometimes leads to investigation and diagnosis, 
for example if the informant notes that a person has 
symptoms and needs to go to the toilet often. They are 
not taking part in activities, or need to go to the toilet 
several times at night. Care staff initiates basic 
investigations when older adults begin to have trouble 
holding urine. Members of managerial and 
supervisory staff reflect on what may be causing the 
problem.  

Quality registers are used for investigations in 
residential care facilities to ensure smooth actions and 
optimal healthcare from management, guidance and 
caring staff. This tool allows risk assessments to be 
carried out in, among other things, nutrition. 
Registered nurses are responsible for ensuring that 
this register is used. According to nursing staff, the 
quality register is a good as source of knowledge. 

”…it’s great with quality registers because then you 
work more preventatively…” (A5) 

During investigations, underlying causes of UI are 
suggested by supervisory personnel; nursing staff then 
determine practical actions; better adapted toilet times, 
for example. Nursing staff do not have access to the 
documentation on adapted UI problems, but they do 
have notes from management and supervisory staff. 

 

Attitudes for older adult’s problems with urine 
incontinence 

Nursing staff who work closely with service users 
perceive that problems with UI are more or less a 
natural part of the aging process. Older adults ask 
about urinary symptoms and “how it works” in terms 
of their bladder when they move in to a residential 
care facility. Staff describes the picture that the 
majority of older adults have UI problems – according 
to the interviewees in this study, approximately 75% 
of residents need some help, some people need help 
with every aspect of incontinence care, and others 
require only a little help. Some older adults need less 
incontinence protection for safety's sake; the latter 
made evident by the following quote: 

”…it gives a feeling of security to have a little 
incontinence protection in reserve…” (B 10) 

Further, members of nursing staff expressed that there 
are some older adults with regular toilet habits, while 
others find it difficult to get to the toilet in time, hence 
the need for incontinence protection. Some take 
diuretic drugs that mean they need to visit the toilet 
more frequently. A further perception is that some 
older adults need less help during the day and a 
greater need during the night, or those who need no 
help during the day but require incontinence 
protection at night. According to informants, other 
older adults have difficulty using the toilet at all, 
resulting in a need for several changes of incontinence 
protection. 

“…yes, there are some that need help several times a 
day and many that can’t manage to use the toilet at all 
and maybe you just change their diapers …” (A4) 

Some older adults do not want to take an active role in 
their care, which – according to nursing staff – may be 
a result of dementia. These residents would, for 
example, fail to use incontinence protection but also 
fail to get help with going to the toilet. To meet this 
need, nursing staff must be attentive to the elderly 
person and interprets signals that suggest they need to 
use the toilet. Nursing staff also describe that they see 
older adults with dementia starting to get worried, but 
when they ask them if they need to go to the toilet: 

”…”no”, the older adult answers. And then a second 
later they ask “where is the toilet?” and then we 
assistant nurses are not exactly where the older adult 
is…” (A8) 

 

The organization’s impact  

Obstructions affecting nursing  

Several older adults highlighted staffing and the way 
in which work at the care facility is organized as a 
factor that affects work. For example, the following 
quotes by members of management and supervisory 
staff: 

 “…they urinate a lot at night and the staff doesn’t 
have time to change them and so the assistant nurses 
put two diapers on them and that is a shortfall quite 
simply…” (B15) 
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“…it’s the basics in caring…yes, it’s here it has failed 
a little bit over the years one notices…” (B10) 

Members of management and supervisory staff 
mentioned that they feel uncertainties when there is 
turnover in the staff group and how this affects 
nursing work. Economy-related personnel issues and 
the propensity for change were perceived to affect the 
quality of care, as evident in the following quotes: 

“…these kinds of overarching things such as a lot of 
staff turnover, and the budget, control a lot. A lot of 
staff turnover can mean that the care quality does not 
develop in a good way …” (B17) 

Differences were observed in terms of in nursing staff 
members’ approaches to the ways in which care 
should be described by management and supervisory 
staff.  

“…it seems like for certain staff members it is the 
easiest possibility that matters. And for others 
completely the opposite, who have good knowledge 
and want it to be as good as possible, maybe they 
work so hard for it that they become almost burnt-
out…” (B12) 

 

Communication and organization - a cross-
professional work 

Management and supervisory personnel described that 
the ways in which work is organized, how 
communication occurs and how different groups of 
employees work together, can affect the quality of 
investigations and evaluations. The goal is to make 
the organization work so that all employees are 
involved. 

Residential care staff suggested that a well-
functioning nursing team responds to incontinence 
problems by establishing best practice routines. It is 
also important for staff members to help and trust 
each other. Nurses should be the ones to raise 
questions about incontinence problems with the 
registered or district nurse, and this information can 
then be discussed at monthly meetings and used to 
inform or improve a nursing plan. These meetings, 
which involve enrolled nurses and registered nurses, 
occupational therapists, physiotherapists, and device 
managers, are used to discuss incontinence problems 
and other nursing problems. According to some 

managerial and supervisory staff, schema is developed 
to ensure that all older adults are discussed at 
meetings each autumn and spring. Nursing staff who 
are not present at the meetings can read the 
information later. 

“…it is then that we staff at care meetings discuss one 
or two care recipients and go through, among other 
things, Senior Alert and an implementation plan for 
how Berta is doing just now. We discuss one or two 
older adults for an hour and it’s good because you go 
to, like, the basics…” (B11) 

In another specific residential care facility, perceived 
changes in the patterns of individual older adults’ 
incontinence problems were documented by 
management and supervisory staff. Information about 
individual prescriptions and what interventions should 
be used in individual cases should be easily accessible 
for nursing staff. Responsible contact agents play a 
key role in the transfer of information. Power of 
attorney addresses the issues with the nurse 
prescribing treatments. Sometimes a message is 
written to the nurse responsible for a particular patient 
on special forms. Dialogue is important within a 
nursing staff team, especially at night, because 
according to nursing staff, this is when most urinary 
leakage occurs. 

	“…the night staffs are very involved in that for it is 
most often at night that there is a lot of leaking among 
the older care recipients…” (A 2) 

 

Creating wellbeing factors  

Toilet assistance and other routines  

According to some informants, it is good practice to 
install wellbeing factors to facilitate older adults’ 
continence; that is to say, the health service must give 
older adults daily assistance in using the toilet. Good 
habits include establishing routine help with going to 
the toilet in the morning, at night and at lunch and 
dinner. Nursing staff described how they try to find 
the appropriate ways to help those who need it. An 
example of a procedure to try and reduce UI at night is 
a review of fluid intake during the day, with the goal 
being to retain residents’ continence. The following 
quotes are from nursing staff and management and 
supervisory staff. 
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“…going to the toilet with them makes it easier both 
for them and us to sort of take care of it…” (A 6) 

“…I believe in this, the possibility to get to go in 
seclusion to the toilet and that you do irregularly, I 
believe that …” (B 16) 

 ”….and you try to help them so they can do pelvic 
floor exercises for example …” (B 17) 

 

Nursing actions 

Communication and nursing interventions are closely 
linked. According to the informants in our study, 
communication is important for nursing staff to 
understand the needs of their service users; nursing 
staff should also maintain regular dialogue with one 
another and with the responsible contact agent for the 
person receiving care. If necessary, care personnel 
should also make contact with the prescribing 
authorities. Communication is important so as to 
manage the experiences and possible misconceptions 
of members of staff when their residents start to get 
"red in the groin area". The way that management and 
supervisory staff members tackle this is to ask 
questions and encourage nursing staff to reflect. 
Communication is also important to deal with 
different understandings and possible 
misunderstandings in the staff group, e.g. when and 
why a care recipient becomes red in the groin area. 

“…why do you believe that the older adult is red in 
the groin or the bottom or between the buttocks …” 
(B15) 

A suggested course of action might be, for example, 
to try ‘washing and wiping dry’ for a few days, then if 
it does not get better, reasons for this should be 
investigated. Is it, for example, because the resident is 
using the wrong incontinence protection? The goal is 
to minimize the suffering of the person receiving care. 
Measures mentioned by management and supervisory 
staff include reducing the resident’s fluid intake after 
18 pm and increasing their intake in the morning and 
during the day. In the evening, yoghurt or similar 
could be given, whereas the amount of coffee should 
be reduced. In addition, there is the registration of 
fluid intake.  

“…we try different things and we report when we are 
in agreement, we test a few days and then we 

investigate, what is good and or bad? So will we 
return to the first way or will we continue with the 
new way …” (A4) 

It is important to have good practices in place a range 
of appropriate measures to take in the event that 
urinary tract infection is suspected. Symptoms of 
suspected urinary tract infection are fever, frequent 
urination, foul-smelling urine and possible 
disorientation. When older adults have urinary tract 
infection, nursing measures are recommended, such as 
to drink a cranberry-based drink, lemon water, and 
plenty of fluid. Some older adults eat cranberries and 
drinking cranberry juice at every breakfast. On these 
occasions incontinence protection may be needed 
temporarily. Some older women have found it helpful 
to start taking oestrogen to prevent recurrent urinary 
tract infections.  

 
Discussion 
Results 

Enrolled, registered and district nurses, and residential 
care unit managers, reported that most older adults 
have incontinence problems. Different staff members 
have different views about what an investigation is, 
and what measures are needed. Similar experiences 
included the idea that more sufficient knowledge is 
needed to give older adults the best individual care. 
For this, good practice, communication and dialogue 
between the various working groups and team is 
recommended. In this study, these areas were found to 
be central to the management of older adults with UI, 
and should therefore influence an improved quality of 
life.  

As reported in other studies, most older adults have 
incontinence problems [5]. However, nursing staff 
may regard incontinence and the wearing of 
incontinence protection as ‘normal’. Incontinence 
protection is an easy intervention that is often seen as 
most appropriate. There is a need to move towards a 
more person-centred approach [31].  

With this in mind, questions about the adult’s UI need 
to be addressed: what is ‘natural’ for that individual, 
and how staff can help based on their needs? An 
additional measure may be to motivate older adults to 
take part in physical activity, either individually or in 
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groups. Previous studies in this area show positive 
results [10–13]. The goal for each patient should be to 
implement person-centred care as far as possible, 
using incontinence care as a last resort after other 
measures have been tried [31]. 

Instilling toilet habits based on the resident’s needs is 
beneficial for maintaining health and well-being [32]. 
A person with cognitive disorders often perceives it as 
natural to go to the bathroom.  

Studies have shown that older women choose to 
restrict physical activity because of the embarrassment 
and discomfort of urinary leakage [33]. This 
demonstrates an urgent need for nursing staff, 
registered nurses and district nurses to understand 
older adult needs and know what options are available 
to help older adults with UI problems. For this to 
happen, older adults should be offered an 
investigation, which according to the present study is 
done relatively infrequently. Regardless of the 
physical or assistance needs that older adults have, 
they need an investigation to be able to receive 
individualized, relevant nursing care. This result is 
consistent with those of other studies [15, 18, 21]. The 
ALINKO project [34] showed that when residents are 
offered an investigation and receive individually 
tailored care and proper treatment, their quality of life 
is improved. In fact, 70% of people receiving health 
services experienced an improved quality of life. 

This study draws attention to several areas that may 
be improved, for example, communication and 
organization. To build up the person receiving care, 
they should be treated sympathetically, and close, 
open communication should be maintained [35]. 
Furthermore, well-developed communication is 
necessary between nursing staff during the day, 
between day and night staff, and between the nursing 
staff and nurses. The need for good communication 
between managers and employees is emphasized; 
good practices and a well-developed approach are 
important areas to develop. The interviewed in this 
study took part in regular care planning meetings 
where older adults’ problems with UI are discussed 
and reviewed. At these meetings, staff at different 
levels of hierarchy are present. Documentation of 
what has been determined during the meeting, and the 
monitoring procedures agreed are other important 

elements that should be carried out in accordance with 
informants.  

Managers are often regarded as the driving force of a 
team, providing a cohesive link between care 
management and nursing staff. The leader must 
manage multiple requirements from a political point 
of view, as well as practicing good health care [36]. A 
leader’s mission is to organize and create good health 
care practices within a unit, while also offering older 
adults good, high quality care and attention on a 
personal individual level. ‘Good health care’ means 
that the older adult’s mental, emotional, and social 
needs, while at the same time being treated with 
dignity and respect. In order to offer good, high 
quality health and long-term care, it is essential for 
health professionals to be experienced, competent, 
knowledgeable, and to have the right attitude to work 
as part of a well-functioning team [37].  

The results of this study, which concur with several 
similar studies [23, 26], demonstrate a need for greater 
knowledge and better skills about how to handle UI 
problems. There is a need for nursing staff to have 
knowledge about UI treatments and diagnosis [38], as 
well as the treatment of urinary tract infections. 
Symptoms such as fatigue, confusion and anxiety are 
not usually associated with urinary tract infection 
[39], thus when these non-specific symptoms are 
present, they should not be treated with antibiotics, 
without first looking for other, more likely causes. In 
this study, informants mentioned that they give 
service users a cranberry drink or capsules when they 
have suspected urinary tract infection. However, the 
effects of taking cranberry drinks or capsules are 
uncertain [40].  

Nursing staff management and supervisory staff in our 
study said residential care businesses should 
implement working methods and procedures to benefit 
older adults and their relatives. To do this, teamwork 
and team management is important. In addition to 
nursing, care managers will gladly allow occupational 
therapists and physiotherapists to be involved in the 
change process. Several authors have described how 
successful changes browsers could be implemented 
[41]. The National Board of Health and Welfare [41] 
recognizes the need that the interviewees described. In 
this report, suggestions are made as to what 
improvements can be made and used to support 
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leaders to involve all employees in the change 
process. Implementing an evidence-based practice 
requires a long-term, process-focused approach in 
order to improve the structure of daily work and to 
encourage learning and skills development. 

 

Limitations 

To achieve reliability, the analysis process was 
discussed with the research team and was also the 
reference group [28–29]. The intention was to clearly 
describe the method and results with descriptive 
quotations. A semi-structured interview was 
considered an appropriate qualitative method to reveal 
insights into a complex problem area such as that 
studied here. A benefit of our methods was that it 
included staff at different hierarchical levels from 
three specific residential care facilities in different 
municipalities. A weakness was that 13 interviews 
were conducted via phone and four interviews were 
face-to-face. It is possible that some information may 
have been lost over the phone. No ethical problems or 
conflicts occurred. 

 
Conclusions  
Recommendations for practice 
• It is important that older adults receive individual 

care. 

• A patient-centred approach may be the best way 
to manage older adults with UI. 

• Older adults with UI need to go to the toilet daily. 

•  Older adults with UI need to be individually 
tested. 

• There is a need for good routines to be 
established as well as good communications 
between groups of staff to optimally manage 
older adults with UI.  

The management of older adults with UI by 
residential care staff, the impact of the organization, 
and creating wellbeing factors are central to influence 
older adults’ quality of life. Implementing evidence-
based practice requires a long-term, process-focused 
approach to improve the structure of daily work and to 

encourage staff learning and competence 
development. 

Future research should explore older adults’ 
perceptions of UI, and develop and implement models 
to improve the management of older adults with UI.  
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